(ii) Several procedures were planned for a limited number of cases, sufficient only to allow an assessment of their potentialities in Reiter's syndrome.
(ui) Some of the tests were not available at the start of the series. Table I shows the frequency of the principal clinical features. Of the 211 patients, 207 were male and 4 female, 184 were white and 27 coloured, and the mean age was 31 years (range 15-59).
* Received for publication September 22, 1958. Bacteriological Examination of Urine.- Table IV shows the urinary bacteriological and microscopical findings in 44 untreated early cases. This group was selected by excluding patients with proved gonorrhoea and including a high proportion with pronounced urinary symptoms. Blood-agar and MacConkey's media were used, and the results suggest that the urine can be expected to be sterile on these media even in the presence of symptoms of cystitis and pyuria. When urinary organisms are found, a careful search for organic lesions of the lower urogenital tract seems to be indicated.
Prostate.-Prostatic secretions were obtained by massage and examined by dark-field microscopy for pus cells. A diagnosis of prostatitis was made on finding ten or more pus cells per high-power field with evidence of clumping. In the absence of specific features of chronic prostatitis, these arbitrary laboratory criteria are the most universally accepted ones in its diagnosis (Hinman, 1935; Pelouze, 1939; Mason, Murray, Oates, and Young, 1958) .
A great number of authors have reported a high incidence of chronic prostatitis in Reiter's syndrome; most recently Mason and others (1958) found 95 per cent. of prostatitis in 59 cases.
In the present series, 55 per cent. of 132 patients tested had prostatitis. In eighteen cases with joint involvement urethritis had apparently never been present, but fourteen of these had marked chronic prostatitis (Table V) . Full value cannot be extracted either from the published studies or from our own results owing to the lack of fully adequate control groups for comparison.
Blood Count.-In the experience of some writers, anaemia is both common and marked in Reiter's syndrome (Twiss and Douglas, 1946; StormMathisen, 1946 ), but others deny its existence in this condition (Beiglbock, 1943; Miller and McIntyre, 1945; Feiring, 1946; Vallee, 1946; Wrigley, 1946) . In our series, 88 consecutive patients were tested and fourteen (15 9 per cent.) showed a slight to moderate normocytic anaemia which improved spontaneously as the attack came to an end (Table VI) . The four- (Table VII) . (Csonka and Kawerau, 1958) . The main changes were a decrease in the albumin fraction and an increase in the alphaglobulins, the gamma-globulin being only slightly raised. A group of healthy medical students and a group of rheumatoid arthritics are included for comparison (Table VIII, activity of rheumatic fever. Table IX gives the results of this test in twenty patients with Reiter's syndrome; it was found to be of little use in estimating disease activity.
Serum Uric Acid.-This was estimated in 26 consecutive cases and found to be within the normal limits (2 to 4 mg. per 100 ml. serum) in 23. In the remaining three patients it was repeatedly raised (5 4 to 6 7 mg. per 100 ml.). There was no clinical or radiological evidence of gout in these cases and the symptoms did not respond to colchicine.
Discussion
The tests here reported can be placed into four groups:
(i) Bacteriological and serological tests for pleuropneumonia-like organisms failed to implicate them as an aetiological agent in Reiter's syndrome.
(ii) Gonococci were commonly found in the urethral discharges, yet the following considerations make it unlikely that this is of primary aetiological significance; the syndrome did not differ clinically (Harkness, 1950; Ford, 1953; Csonka, 1958) , radiologically (Reynolds and Csonka, 1958; Murray, Oates, and Young, 1958) 
